Background Primary health care workers have reported an impression that asthma is commoner among Asian than European children, and a cross sec-
Over the past two decades comparisons of asthma prevalence in the United Kingdom among subjects of Asian and European ancestry have found a higher,'13 lower,4 6 or similar7 prevalence of asthma among Asians. In one study subjects originating from different areas in India were found to have quite different rates of respiratory conditions.8 Studies of attendances at accident and emergency departments and of hospital admissions for respiratory disease including asthma have generally found higher rates among Asians than among Europeans."'
The multicultural health adviser for the South West Hampshire Area Health Authority (PD) became concerned about reports from primary health care workers that asthma was being seen very commonly in Asian children. Previous studies in Southampton had examined predominantly European children,'0 and there were few data on asthma among the Asian population. We report on a study to compare the prevalence of asthma symptoms, diagnosis, drug treatment, and morbidity between Asian and European children in Southampton.
Subjects and methods Children aged 7 to 12 years in selected primary schools in Southampton were surveyed between November 1989 and April 1990. In mid-1988 the number of children in this age range in Southampton was estimated as 14 000.
SUBJECTS
For the study to 
Results

PARTICIPATION
The total number of Asian children available for study in Southampton did not reach the desired number for power calculations based on equal sample size, but European children were overrepresented in the sample. The questionnaire was initially delivered to 333 Asian and 1014 non-Asian children and reissued to 100 Asian children (91 with a translation) and 322 non-Asian children. In all, 274 questionnaires were returned by Asian children (82-3%) (including 39 children given a translation) and 811 by non-Asian children (80-0%), of whom 759 were of European extraction (the remainder were excluded from the analysis). The eventual sampling ratios were estimated as 28% of the age specific Asian target population and 6% of the age specific European target population. The prevalences of reported wheezing, night cough, and diagnosed asthma were significantly higher among European children than among Asian children (table 2) . Proportionately, almost twice as many European as Asian children had lost some time from school because of wheezing, and European children were also slightly more likely to have visited their doctor or been admitted to hospital for wheezing than Asian children. In spite of these differences, the proportion of children reported to be receiving drug treatment for asthma was similar in the two groups. The prevalences of wheezing in the previous 12 months did not show a regular trend with age or socioeconomic group in either ethnic group. The ethnic specific prevalences of wheezing standardised by the socioeconomic distribution ofthe entire sample were similar to the crude prevalences (Europeans 19-4%, Asians 12-9%, confidence interval of difference 1-7% to 11-4%). The prevalence of wheezing was similar among Asian children bom in Britain (12-2%) and those bom elsewhere (11-8%), and both rates were lower than the prevalence of wheezing among British bom Europeans.
CHARACTERISTICS OF PARTICIPANTS
Among European children wheezing was reported twice as commonly in boys as in girls, and more commonly, but not significantly so, in children from larger than smaller families (table 2). Among Asian children there were no significant differences by sex or by family size. The prevalence of reported wheeze was higher among children from Urdu speaking families (11/56, 19-6%) than among children from the other three language groups (Punjabi 13/157, 8-5%; Bengali 10/29, 10-3%; Gujarati 2/15, 13-3%). Wheeze was reported more commonly, but not significantly so, among 39 Asian children given a translation of the questionnaire (18-9%) than among 235 Asians given only the English version (10-8% (-5-1% to 21 33%)).
Among children reporting wheeze in the previous 12 months (table 3) , significantly more European than Asian children had been diag- nosed as having asthma or were receiving treatment, but a slightly higher proportion of Asian children had visited their doctor or been admitted to hospital for wheeze.
Discussion
This study has been unable to reject the null hypothesis that asthma prevalence is no higher in Asian than in European children in Southampton, on the basis of any of the parameters measured, including reported asthma symptoms, diagnosed asthma, and indices of asthma morbidity. Furthermore, the failure to show a higher rate in Asians does not seem to be due to confounding by socioeconomic group. Asian children given a translated questionnaire reported more wheeze than those not given a translation, but the rate was still not higher than that in European children. Although the measured prevalence of asthma symptoms was actually lower in Asians, we did not find a higher rate, owing to the sampling and language difficulties, and the study hypothesis was stated in one sided terms. In our study the prevalence of wheezing in the previous 12 months among European children (19-6%) was considerably higher than that reported by Clifford et al among European children aged 7 and 11 years in Southampton (12-1 4%). The prevalence of wheezing among Asians was similar to prevalences of asthma documented by several studies of predominantly European children elsewhere in the United Kingdom."'2 Lower rates than ours were reported for Asian children in two studies,56 and higher rates in another.7 The reasons for these variations are not known, but because the differences have not been in a constant direction environmental or methodological variation seems more likely than genetic differences.
Sampling was not random across all children of either ethnic group in Southampton, which may have given rise to some estimation error. We attempted to study all children in the main schools attended by Asian children, and the sampling ratio among Asian children was high, so the Asian sample was unlikely to be significantly biased on the main questions studied.
Sample bias may have contributed to the high prevalence of wheeze found in European children, as the European schools were selected to match the predominantly Asian schools for socioeconomic background and may therefore not be representative of all the European children in Southampton. It 
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